A 49-year-old man with drowsy mentality was diagnosed with acute type A aortic dissection; he underwent an emergency operation. When selective antegrade cerebral perfusion was initiated, the right regional cerebral oxygen saturation (rSO 2 ) decreased as compared to the left one. Adequate blood flow was perfused through the branch of the artificial graft, after distal anastomosis, but the right rSO 2 did not recover. Angiography revealed another intimal tear on the right common carotid artery. A stent was then inserted. The right rSO2 promptly increased to the same level as that of the left one. The patient was discharged without any neurologic complications.
mmHg, and his heart rate was 120 bpm. Computed tomography revealed acute type A aortic dissection (ATAAD) that involved the aortic arch and the descending thoracic aorta (Fig. 1 ). An emergency operation was performed. Regional cerebral oxygen saturation (rSO2) was monitored upon arrival at the operation room, and it was maintained during surgery using an Invos system (Somanetics, Troy, MI, USA) (Fig. 2) .
The arterial perfusion line was placed on the right subclavian artery that appeared to be visually normal. After initiating cardiopulmonary bypass (CPB), adequate blood flow was obtained, and the patient's vital signs stabilized. After aortic cross clamping, the ascending aorta and the aortic valve were observed through aortotomy. An intimal tear was located in the ascending aorta, and the coaptation of the aortic valve was good. When the blood temperature fell to 27 o C, the aortic cross clamp was released. Ascending and hemiarch replacement was planned because the visible arch and the descending aorta were intact. Selective antegrade cerebral perfusion (SACP) was initiated through all three arch vessels. The proximal innominate artery was clamped, and perfusion catheters were inserted into the left carotid and left subclavian arteries. The cerebral blood flow rate was maintained at approximately 600 mL/min. Then, the right rSO2 decreased abruptly, and it did not recover as compared to the left one.
Despite declamping and rechecking the inside of the in- nominate artery, we found no luminal problem. As dynamic carotid artery obstruction was suspected, the operation was continued because such obstructions usually resolve after operation. Although the distal aortic anastomosis was completed and an adequate amount of blood flow to the branch of artificial graft was restarted, the right rSO2 did not increase. Diagnostic angiography was planned for blood flow assessment. We transferred the patient to the catheterization laboratory for angiography immediately after the operation.
Another intimal tear on the proximal right common carotid artery, which was obstructing the blood flow, was identified using angiography. A 12×80 mm SMART Control Nitinol Stent System (Cordis Co., Bridgewater, NJ, USA) was inserted into the right common carotid artery (Fig. 3) . The right rSO2 promptly recovered to the same level as the left one. 
DISCUSSION
Despite advances in surgical techniques, the mortality rates of ATAAD have remained high in patients with brain malperfusion. Occlusion of the aortic arch vessels, which is propagated from the dissected aorta, commonly leads to neurological deficit [1] . The main factor causing malperfusion is the dynamic obstruction of the false lumen or hypotension itself. In most cases, this can be relieved by restoring sufficient true luminal blood flow via surgery.
In the present case, we described a patient who had ATAAD and a right carotid artery tear. The patient was treated via stent placement at the time of the surgery, using a hybrid technique. There are three important points to understand from this case. NIRS-guided SACP allows a safe approach to aortic arch surgery, and a unilateral progressive discrepancy in rSO2 indicates the occurrence of brain malperfusion. It is recommended that additional perfusion should be addressed immediately, when major hemispheric discrepancies appear [2, 3] .
In our case, rSO2 did not recover at the end of the surgery.
Thus, we immediately performed confirmatory angiography.
Third, if rSO2 drops without any apparent anatomic or procedural reason, diagnostic angiography, as a hybrid technique, is strongly recommended. As for the discrepancy in rSO2 in our case, even though aortic replacement was completed, we 
